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Adults’ Lack of a Usual Source of Care: 
A Matter of Preference?
ABSTRACT
PURPOSE We wanted to identify characteristics of adults who do not have a 
usual source of care and then stratify the analysis by those who prefer vs those 
who do not prefer to have a usual source of care.
METHODS We analyzed data from a nationally representative sample of 9,011 
adults to identify characteristics of those more likely to not have a usual source 
of care. Based on stated reasons for lacking a usual source of care, we created 
2 subpopulations of adults without a usual source of care: those who had no 
preference and those who did. We identifi ed and compared characteristics of 
each subpopulation. 
RESULTS In the year 2000, 20% of adults did not have a usual source of care. 
Among all adults, lack of insurance (odds ratio [OR] = 3.2; 95% confi dence inter-
val [CI], 2.6-3.9) was independently associated with lacking a usual source of care, 
as were male sex (OR = 2.1; 95% CI, 1.7-2.4), excellent reported health (OR = 
2.0; 95% CI, 1.2-3.2), younger age (for ages 18-29 years, OR = 4.1; 95% CI, 3.1-
5.4) and Hispanic ethnicity (OR = 1.5; 95% CI,1.2-1.9). Of those without a usual 
source of care, 72% cited reasons indicating no preference to have one. Associa-
tions among such respondents were similar to those found among adults as a 
whole. Among respondents who preferred to have a usual source of care, however, 
the sex of the respondent became less signifi cant, lack of insurance became more 
signifi cant, and reported health status became nonsignifi cant. 
CONCLUSIONS Most adults who lack a usual source of care do so for reasons of 
preference, evidently placing little value on having a usual source of care. Helping 
these persons have a usual source of care will likely require different interventions 
than needed to help those who want a usual source of care but cannot get one.
Ann Fam Med 2006;4:359-365. DOI: 10.1370/afm.557.
INTRODUCTION
A usual source of care is important for a person’s access to health care and provides more effective and effi cient health care.1 Patients who have a usual source of care receive more preventive services, for 
example, and have better control of chronic medical conditions, such as 
hypertension.2-5 Despite such benefi ts, many adults in the United States do 
not have a usual source of care. In 2001, an estimated 52 million Americans 
had no usual source of care.6 An access goal in the Healthy People 2010 
initiative is to decrease this number by approximately 40 million adults.7 
It generally is assumed that those who lack a usual source of care do 
so because they face cost or other access barriers. In attempts to under-
stand these barriers and the populations they affect, previous studies have 
compared characteristics of persons who have a usual source of care with 
those who do not. These studies have found that younger adults, Hispan-
ics, blacks, and men are less likely than older adults, non-Hispanic whites, 
and women to have a usual source of care.8-10 Additionally, studies have 
shown that persons reporting excellent health and those without insurance 
are less likely to have a usual source of care.8,11
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Many adults, however, may not have a usual source 
of care simply because they have little or no desire for 
one. Although we are not aware of studies that directly 
asked participants whether they prefer a usual source of 
care, there are studies that have asked participants their 
reasons for not having a usual source of care. Responses 
indicate that most adults without a usual source of care 
place little value on having one or simply do not want 
one.8 Although approximately 10% of adults cite afford-
ability as their reason for not having a usual source of 
care, the most common reason given is that they are 
seldom or never sick, which indirectly indicates that 
they do not value a usual source of care unless ill.8,9 
The objective of this study was to identify the fac-
tors associated with not having a usual source of care 
among adults as a whole and then among adults strati-
fi ed by preference—that is whether their stated reasons 
for not having a usual source of care suggested a pref-
erence for having a usual source of care. Such informa-
tion will help assess whether different strategies are 
needed for helping more patients have a usual source 
of care based on their preferences for one.
METHODS 
Medical Expenditure Panel Survey
We conducted a secondary analysis of data from 
the Medical Expenditure Panel Survey Household 
Component (MEPS-HC). MEPS is a longitudinal sur-
vey conducted to generate nationally representative 
estimates of health care use and expenditures for the 
United States civilian noninstitutionalized population, 
with oversampling of Hispanics and blacks.12 The 2000 
MEPS-HC consists of 12,280 households, comprised 
of 23,839 adults who initially participated in the 1998-
1999 National Health Interview Survey. 
Households selected for the 2000 MEPS sample 
were interviewed 5 times in their place of residence 
during a 2.5-year period. The data used in this analy-
sis were gathered in 2 rounds of data collected in 
2000. All adults in sample households completed a 
self-administered questionnaire addressing their health 
behaviors and health opinions. For the questions per-
taining to usual source of care, family respondents 
were interviewed and reported for themselves as well 
as for their family members. Information regarding 
demographic characteristics, health conditions, health 
status, use of medical care services, and health care 
costs was also collected in this manner. Because reports 
of reasons for why someone does not have a usual 
source of care may not be accurate when reported by 
a family member, we restricted analysis to those who 
responded for themselves. The overall pooled response 
rate was 66%. After excluding those who did not 
respond for themselves and those less than 18 years of 
age, 9,011 adults were included in this analysis. 
Study Variables
The main outcome variable was respondents’ self-
report of whether they had a usual source of care, 
defi ned as “a particular doctor’s offi ce, clinic, health 
center, or other place one goes to if one is sick or 
needs advice about health.” Similar defi nitions are used 
in other national surveys.13
Adults who reported they did not have a usual 
source of care were also asked to indicate their primary 
reason for not having one. We used this information to 
create 2 subpopulations of adults who reported they 
did not have a usual source of care at the time of the 
survey: those who preferred a usual source of care and 
those who had no preference. Respondents who indi-
cated any of the following reasons were considered as 
having no preference for a usual source of care: (1) went 
to different places for different needs, (2) did not use 
physicians or treated themselves, and (3) were seldom 
or never sick. In considering whether to include those 
reporting not having a usual source of care because 
they were seldom or never sick in the no-preference 
group, we reasoned that if they valued a usual source 
of care for preventive or well-care but faced barriers, 
then their appropriate primary reason would have been 
that they could not afford a usual source of care or 
that none was available. A response that being seldom 
or never sick when asked why one does not have a 
usual source of care for health needs (which explicitly 
included advice about health) would indicate either lit-
tle or no preference for a usual source of care for well-
care and preventive health services, or a lack of desire 
or perceived need for preventive health services. 
Potential explanatory variables for not having a usual 
source of care were selected from the MEPS data fi le 
based on the Andersen model of health care access and 
on previous studies identifying correlates of having a 
usual source of care.9-11,14 Selected variables were sex, 
age, race/ethnicity, education, marital status, income, 
insurance status, perceived health status, region of coun-
try, and metropolitan vs nonmetropolitan residence.
Statistical Analysis
The statistical software program Stata 8.0 (Stata 
Corporation, College Station, Tex) was used for all 
analyses, with incorporation of appropriate population 
weights, primary sampling units, and strata adjustments 
to account for the MEPS complex survey design. 
Univariate analysis was conducted by determining 
weighted percentages. Bivariate analyses of the associa-
tions between the outcome (not having a usual source 
of care) and each of the potential explanatory variables 
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were tested for signifi cance using Pearson’s χ2. For each 
stratum of risk factor variable, we report weighted per-
centages of persons who lacked a usual source of care. 
Multivariable analysis using logistic regression was 
conducted with all independent variables for the entire 
population of respondents with not having a usual 
source of care as the outcome. We repeated the analyses 
to identify the factors associated with not having a usual 
source of care among respondents who had no prefer-
ence by examining differences between characteristics 
of respondents who had a usual source of care and those 
who did not and were classifi ed as having no preference 
for one. Finally, to identify the factors associated with 
not having a usual source of care among the population 
of those who likely preferred one, we repeated the logis-
tic model to assess differences in characteristics between 
those who had a usual source of care and those who did 
not have but evidently preferred to have one. 
This study was approved by the Public Health 
Institutional Review Board of the University of North 
Carolina at Chapel Hill.
RESULTS
Approximately two thirds of the weighted respondent 
sample was female (Table 1). Most had a high school 
or additional education, were or had been married, 
reported very good or excellent health, and had private 
health insurance. More than 80% lived in a metropoli-
tan (urban) area.
Groups Who Did Not Have 
a Usual Source of Care
A total of 20% of all adults reported they did not 
have a usual source of care (Table 2 ). The propor-
tion of those who did not have a usual source of care 
decreased with age, from 36.4% of those aged 18 to 
29 years to 8.0% of those aged 60 years and older. 
More than 28% of men compared with 15.6% of 
women reported not having a usual source of care. 
Approximately 47% of adults without insurance did not 
have a usual source of care. Other groups less likely to 
have a usual source of care were blacks and Hispanics, 
those either never married or divorced, adults report-
ing excellent health, and those living in the South and 
the West and in metropolitan areas.
Factors Independently Associated with 
Not Having a Usual Source of Care
Among the entire (weighted study) population, char-
acteristics associated with not having a usual source 
of care, while controlling for all other factors, are 
shown in Table 3. After adjusting for other potential 
characteristics, the associations with age persisted, 
with younger adults more likely to be without a usual 
source of care. Other than young age, the independent 
characteristic most strongly associated with not having 
a usual source of care was having no insurance (OR = 
3.2; 95% confi dence interval [CI], 2.6 -3.9). The asso-
ciation with race/ethnicity remained for Hispanics (OR 
= 1.5; 95% CI, 1.2-1.9) but not for blacks. Respondents 
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Note: Unweighted number of observations; n per category varied from 8,926 
to 9,011 because of missing data.
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Table 2. Unadjusted Weighted Percentages of Adults Without a Usual Source of Care: 




(n = 8,851) P Value*
Adults With 
USC or Had 
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Adults With or 
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Note: Unweighted number of observations; actual n varies slightly by category. 
USC = usual source of care; NS = not signifi cant.
* 2 for overall differences between subcategories of each demographic characteristic.
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living in the South or West and in 
metropolitan areas were also less 
likely to have a usual source of care 
than those living in the Northeast or 
Midwest and nonmetropolitan areas. 
Respondents reporting excellent 
or very good health were also less 
likely to have a usual source of care. 
 Reasons Given for Not Having 
a Usual Source of Care
More than 66% of respondents 
reported that their reason for not 
having a usual source of care was 
they were seldom or never sick 
(Table 4). The second most com-
mon reason cited was cost, indicated 
by 10.2%. Slightly more than 3% 
said that they did not have a usual 
source of care because they went to 
different places for different needs, 
and 2.2% said that they did not use 
doctors or they treated themselves. 
By combining adults who reported 
that they were seldom or never sick, 
went to different places for different 
needs, and did not use doctors, we 
estimate that 72% of adults without 
a usual source of care (or 14.4% of 
all adults) had no preference to have 
a usual source of care. 
Stratifi cation by Apparent 
Preference for Having a 
Usual Source of Care
We identifi ed the factors associated 
with not having a usual source of care 
among respondents who either had a 
usual source of care or indicated no 
preference to have one. In unadjusted 
analyses in this group, the factors 
associated with not having a usual 
source of care were similar to the fac-
tors found between having a usual 
source of care or not among adults 
as a whole (Table 2). Likewise, the 
independent associations (Table 3) 
appeared quite similar to those asso-
ciations found from the same analyses 
conducted on the entire population. 
Although the associations with male 
sex (OR = 2.5; 95% CI, 2.1-3.0) and 
better health (for excellent health, 
OR = 3.7; 95% CI, 1.7-7.8) were more 
Table 3. Factors Independently Associated with Not Having 
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Note: Unweighted number of observations. Odds ratios from multiple logistic regression adjusted for all 
other characteristics in the table. 
* P ≥.001.
† P ≥.05.
‡ Not signifi cant. 
§ P ≥.01. 
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pronounced, the most notable difference is that the asso-
ciation with education became signifi cant. Someone with 
less than a high school education had 1.5 times the odds 
as a college graduate not to have a usual source of care.
We then identifi ed the factors associated with 
not having a usual source of care among respondents 
who either had one or did not have one but evidently 
preferred to have one. In unadjusted analyses of fac-
tors associated with not having a usual source of care 
within this group, the associations again look largely 
similar (Table 2). Income, however, became signifi cant 
in this group whereas reported health status became 
nonsignifi cant.
When adjusting for all other factors (Table 3), 
reported health status remained nonsignifi cant; how-
ever, income became nonsignifi cant, and having less 
than high school education once again became non-
signifi cant. The independent association with younger 
age became even more pronounced (for those aged 
18-29 years, OR = 5.3; 95% CI, 3.4-8.1) as did the 
association with no insurance (OR = 4.8; 95% CI, 
3.5-6.4). Hispanic ethnicity and metropolitan area 
remained associated with not having a usual source 
of care among such respondents. Male sex (OR = 1.3; 
95% CI, 1.0-1.7) was less signifi cantly associated, and 
marital status became nonsignifi cant. 
DISCUSSION
Our fi ndings of the correlates of not having a usual source 
of care among adults as a whole are consistent with those 
of other studies: male sex, Hispanic ethnicity, younger 
age, lack of health insurance, and being in excellent 
reported health.9,10 We also found, as shown in previous 
studies,8,9 that the most common reason respondents 
cited for lacking a usual source of care was that they were 
seldom or never sick. Cost was cited by only 10.2% of 
respondents, approximately the same percentage reported 
in 1996.9 Overall, 72% of the estimated 42.7 million 
adults without a usual source of care in 2000 apparently 
had little or no preference for one, and a minority (28%) 
appeared to prefer to have one, if they could.
By ignoring the possibility that many adults do not 
have a usual source of care because they either do not 
want one or place low value on having one, important 
implications and true barriers are obscured. From this 
analysis, 2 subpopulations of respondents emerged from 
those who do not have a usual source of care. Three of 
4 respondents who do not have a usual source of care 
appeared to have little or no preference for one. For this 
group, the value of a usual source of care may not be 
appreciated. Thus, rather than the commonly assumed 
need to remove cost, transportation, or other barriers to 
continuity of care for all those who do not have a usual 
source of care, a more appropriate strategy might be to 
teach the importance of having one. Stratifi ed analysis 
shows that persons most likely to place low value on 
having a usual source of care are men, younger adults, 
Hispanics, either never married or divorced, without 
insurance, in better health, in the South and West, and 
in urban areas. Educational messages about the impor-
tance of a usual source of care might be targeted to 
these groups, perhaps through schools, public service 
messages, and the popular media.
By contrast, 1 of 3 to 4 respondents without a usual 
source of care seemed to value and likely want one 
but evidently had diffi culty obtaining one. It is in this 
group that cost and other traditional barriers need to be 
addressed, as a person’s sex and reported health status 
do not seem to be strongly associated with lacking a usual 
source of care. Young age is an important factor, and lack 
of insurance is a stronger risk factor for this group than for 
those who have no preference for a usual source of care. 
Limitations
The MEPS includes a large, nationally representa-
tive study population, but its data are cross-sectional, 
which limits our ability to conclude causality underlies 
the statistical associations identifi ed in this study. The 
following other limitations are noted.
The defi nition of usual source of care in the MEPS 
does not explicitly include preventive care, although the 
phrase “… or needs advice about health” should capture 
some aspect of prevention. Further, respondents might 
consider an emergency department a usual source of 
care. If so, then the actual number of those not having a 
usual source of care in the sense that interests us would 
be greater. This limitation is common to all studies 
assessing usual source of care with similarly worded sur-
vey questions to identify a usual source of care.4 
Self-reported reasons for not having a usual source 
Table 4. Primary Reasons Cited for Not Having a 
Usual Source of Care (n = 1,762)
Reason Weighted %
Seldom or never sick* 66.2
Unable to afford 10.2
Recently moved to area 6.3
Other reason 3.7
Go to different places for different needs* 3.3
Usual source of care in area unavailable 3.0
Just changed insurance 2.5
Do not use doctors/treat myself* 2.2
Other insurance reason 1.5
Don’t know where to go 1.2
Note: Unweighted number of observations.
* Response grouped into the “no preference for a usual source of care” category.
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of care, while informative, are not an infallible means 
by which to identify barriers, whether external or per-
sonal. The reasons cited for lacking a usual source of 
care convey only the respondents’ beliefs about why 
they lack one, which may not refl ect actual causes; 
understanding the reasons for choices and actions can 
be biased.15,16 In this study, for example, lack of insur-
ance was associated with not having a usual source 
of care for both those who wanted a usual source of 
care and those who did not, yet it was reported as the 
primary reason by few. Some may not be able to admit 
to themselves that they cannot afford a usual source of 
care and may tell themselves instead that either they 
are not sick and do not need a doctor or they prefer 
to self-treat. On the other hand, it is also possible that 
those who see no reason to have a usual source of care 
also see no reason to have health insurance. Further 
supporting our classifi cation, the 2 groups we identi-
fi ed based on their stated reasons differed signifi cantly 
in their associations with not having a usual source of 
care, adding a degree of discriminant validity.
Study respondents were not asked directly whether 
they wanted or would have preferred to have a usual 
source of care. We inferred their preference from their 
stated reasons for not having a usual source of care. 
We were therefore unable to establish with certainty 
the respondents’ preference for having a usual source 
of care. For the purpose of this study, however, it is not 
important whether some responses refl ected a prefer-
ence and others indicated values, inclinations, wants, or 
desires. The point is that having a usual source of care 
was not particularly important to them. As far as the 
validity of the responses we categorized as indicative 
of little or no preference for a usual source of care, a 
previous study categorized responses similarly: those 
classifi ed as not wanting a usual source of care were 
those who indicated that they had no health problems, 
used alternative health care, did not like to go to the 
doctor, or preferred multiple sources of care.8 
In conclusion, this study suggests that most adults 
who lack a usual source of care do so for reasons of pref-
erence. For them, education may be the most important 
strategy to help them gain a usual source of care. A 
minority of those without a usual source of care desire 
one but cannot afford one or face other barriers. This 
disenfranchised group would benefi t from removing 
external barriers. To reach the Healthy People 2010 goal 
for all people to have a usual source of care, separate 
strategies will be needed to help each of these groups. 
To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/4/359. 
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